Such then is the solution of the problem that we are now about to discuss. I am well aware that there are many details to be filled in, many obstacles to be surmounted. On the other hand, I am equally convinced that, if the general practitioners of the country will accept the responsibility, and their colleagues will co-operate with them, then the lot of the chronic sick in the years ahead is brighter than it has ever been in the history of our island home.
Dr A E Bennett (Department ofthe Regius Professor ofMedicine, University ofOxford, 9 Keble Road, Oxford)
The Problem in the Community In considering the problem of the chronic sick in the community the need for definition is immediately apparent. Without it the problem cannot be meaningfully quantified nor can any legislation be equitably administered. The Chronically Sick and Disabled Persons Act (1970) recognizes this in making provision for the definition or interpretation of the expressions 'chronically sick', 'chronic illness', 'disabled' and 'disability'. Other common terms include disablement, handicap, impairment and unfortunately many, if not all, are used indiscriminately.
We would like to propose definitions of the terms disability and impairment (Bennett et al. 1970 , Garrad & Bennett 1971 . We define disability as a limitation of performance in one or more activities which are generally accepted as essential basic components of daily living, such that the person is dependent on others, and severity of disability is proportional to dependence. We define impairment as an anatomical, pathological or psychological disorder which may be described in diagnostic or symptomatic terms. It may cause or be associated with disability, so that while every disabled person has an impairment not all people with impairments are necessarily disabled.
Activities considered essential to daily living are: (1) mobility: walking, negotiating stairs, transfer in and out of bed or chair, and travel;
(2) self care: feeding, dressing and toilet care; (3) domestic duties: shopping, preparation and cooking of food, household cleaning and washing of clothes; and/or (4) occupation: the ability to hold unmodified employment in open industry consistent with the individual's age, sex and skill. Three main methods are available by which an individual's performance in these activities can be measured and disability identified: by clinical assessment, by standard tests of performance or by detailed questioning about the level of daily performance. Comparison of these three methods in terms of their theoretical and practical advantages and disadvantages suggests that the interview is the most reliable for research purposes.
From a survey of the population of north Lambeth, we estimate that 7-2 % of males and 9 7 % of females aged 35-74 are disabled according to our definition and criteria. Prevalence increases with age, and in the age groups 35-44 and 45-54 more females than males are disabled (Table 1) . Over the age of 74 the proportion of disabled rises sharply, showing how increasing severity of disease with age restricts function and results in dependence. Assigning the primary impairments associated with disability to one of four categories (those affecting locomotion or any motor activity; those of sensory origin; those referable to internal medicine, e.g. cardiac and respiratory disorders; and those of psychological origin together with any unclassifiable organic disorder) reveals that of the disabled group, some 45 % have locomotor impairments, mainly arthritic or cerebrovascular disease. For 37% of the disabled group, the impairment is an internal disease, nearly always of cardiovascular or respiratory origin. Sensory impairments, nearly all visual, contribute only 4% and the remaining 14% are predominantly psychological in origin.
Applying these prevalence estimates to the population of England and Wales allows calculation of the size of the problem of the care of the disabled. These estimates produce a total of 1-87 million persons, aged 35-74, who are unable to live an independent life. The recent report of the Social Survey Division of the Office of Population Censuses and Surveys (Harris 1971) provides data for calculating a rough estimate of 1-76 million persons in the same age group who have some 'impairment'. Unfortunately this term is used differently to the definition proposed, but the difference makes it correspond more closely to our proposed definition for disability. For this reason the figures may be superficially compared and they appear to be of the same order, particularly as the figure of 1'87 million for England and Wales is based on the experience of a small population in one part of London. However, it is necessary to be cautious in such a crude com-parison, for examination of the age-and sexspecific rates from the two studies suggests that the two groups, although of roughly similar size, may be differently composed. What emerges most clearly is the need for standard definitions, the need for suitable methods of identification of disabled individuals and an appreciation of the size of the problem in the community.
HMSO, London

Dr Ronald Gibson (Winchester)
The Problem in General Practice My paper must inevitably be largely taken up with a description of the objectives towards which the Health Service is moving.
There is a traditional concept of what is known as medical 'treatment'. Since the early part of the century this has been made available to the majority of the population in this country at cost or at reasonable cost. In 1948 it became available to every member of the community, irrespective of colour, class or creed, free of charge at the time.
This at once put an immense strain on the general practitioner; the vast increase in work load, disillusionment with the conditions under which he had to work and a growing cynicism with the mass of petty calls upon his time, all took their toll upon the doctor-patient relationshipparticularly in the denser conurbationsand whilst the work of 'practising generally' continued, the role of being a family doctor was increasingly threatened, the more so because his traditional role within the community was being broadened by the addition to it of the duties previously undertaken by the Manor and the Church.
The GP accepted that all people should have free access to him (since with this went the freedom to prescribe all types of treatment, irrespective of cost, for all types of patient), yet he soon foundas did his patientsthat he had little time to treat, less time to talk and even less time for the exhibition of those basic and necessary attributes of patience, sympathy and understanding. It looked as though the concept of the primary physician, the doctor of the first instance or, as many of us preferred to call him, the family doctor, was doomed to death. Yet slowly, involuntarily and for several reasons, none of which I have time to enumeratebut not the least of them was the rising cost of the servicethe situation began to change.
The College of General Practitioners was born; the, to me, iniquitous 'pool' system of payment which encouraged a mediocre standard of practice gave place to the new Charter, which invited a high standard. Doctors came together in groups, sharing the workload, learning from each other, finding time offfor leisure and postgraduate education; Postgraduate Medical Centres were being built in the grounds of district hospitals, bringing all disciplines together to talk to each other, to learn from each other, andabove allto understand one another and each other's role in the care of the patient: with these came the attachment of nurses, health visitors and midwives to group practicesall looking after the same patients, and again each coming to understand the role of the other in the care of patients.
All this time, too, in some areasand increasingly over the countrythere was open access for GPs to the laboratory and X-ray services of the district hospital and the availability of domiciliary consultations by hospital doctors on request from their GP colleagues. It is sad that in some areas this vital service is still not available, or only to a limited degree. More recently GPs have been moving into Health Centres where all the facilities of the group practice premises can be mingled with others, such as the training of undergraduate, postgraduate and paramedical students and greater opportunities for research, for continuing education and total care. All this adds up to a life for family doctors and their colleagues within the community which could be completely fulfilling and worthwhile.
Here I have reached my idea of the objective for the future of the health services within the community outside the hospital. An objective which has not been suddenly reachedthough it is now beginning to shine more and more clearly through the hitherto darkening skybut has come about by evolution, involuntarily, almost in spite of the Health Service; yet, I submit, inexorably. For we must no longer talk of 'treatment', but of 'total care', of which treatment is merely a part. And it is towards this concept of 'total care' that we must worknot just in one general practice but in all practices, not only in one part of the country but everywhere.
It will be years, decades, before this concept is fully attained. It is deep-rooted in us that patients can only be properly treated in hospitals, although nine-tenths of them are still cared for in the community outside. Already, too, the Government, for political reasons, has put the clock back several years by dividing health from the social services, taking psychiatric social workers and home helps away from health as if they were not a
